In June 1964, cystoscopy revealed obvious signs of tuberculosis in the bladder. Its capacity was 250 ml and there was aedematous mucosa on the left lateral and posterior walls, with tubercles and one or two small ulcers. The left ureteric orifice was patent and surrounded by injected mucosa. The right ureteric orifice was normal.
A firm diagnosis of renal tuberculosis was therefore made. Anti-tuberculous treatment was given for six months before she was readmitted for definitive surgery in November 1964. By this time her urine had become clear on ordinary microscopic examination. Her blood pressure has remained unchanged at 180/100.
It was decided that, in view of the possible risk of continuing pyelonephritis, the left kidney should be explored and the lower half removed, provided the upper half looked and felt normal. At operation, a cyst containing milky fluid was found in the lower pole of the left kidney. Some calcification was associated with it, but there was no connexion between the cyst and the calyces. The rest of the left kidney felt normal. The whole of the lower pole was removed and the upper part of the kidney retained. Sections of the removed kidney tissue showed evidence of chronic pyelonephritis with healed renal tuberculosis.
She made satisfactory post-operative progress. She has continued on her maintenance dose of prednisone throughout. When seen in May 1965 she had no urinary symptoms apart from occasional nocturia. The urine contained albumin, some blood cells and a few hyaline casts, and yielded a scanty growth of coliforms on culture. An intravenous pyelogram showed good function in the remaining portion of the left kidney.
Comment
There seems little doubt that a long-standing quiescent renal lesion was re-activated by the administration of prednisone. The present plan is to try to wean her off prednisone before she completes a full two-year course of chemotherapy for her tuberculosis.
Hypoparathyroidism
David Kendall DM MRCP S K, woman, aged 32 History: First seen in April 1959, complaining of intermittent spasm of both hands, first noted at the age of 10 years, and which had increased in frequency and severity. Her appetite was poor and she had lost weight. During the previous three years her mother had noticed that her eyelids were drooping and that she had to throw her head back to see properly.
Past history: Full-term, normal delivery, her mother having had hydramnios. Walked at twelve months; teething and other childhood milestones normal. Apart from measles in infancy nothing abnormal was noted until 1939 when she
